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Background: Social capital has been related to various aspects of health. While literature suggests that men and
women differently access and mobilize social capital, gender has received little attention within social capital
research. This study examines whether the association between individual social capital and psychological distress is
different for men and women.
Methods: We made use of data from a representative sample of 1025 adults within 50 neighbourhoods of Ghent
(Belgium), collected in the context of the cross-sectional Social capital and Well-being In Neighbourhoods in Ghent
(SWING) Survey 2011. Six components of social capital were discerned: generalized trust, social support, social influence,
social engagement and attachment, the volume of social capital and the mean occupational prestige in one’s network.
Multilevel linear regression models were fitted to explore interactions between gender and these components of social
capital.
Results: In accordance with previous research, men report lower levels of psychological distress than women (t = 4.40,
p < 0.001). Regarding the gender gap in social capital, the findings are mixed. Only for half of the social capital variables
(social support, social influence and volume of social capital), a significant gender difference is found, favouring men
(t = 4.03, p < 0.001; t = 1.99, p < 0.001 and t = 4.50, p < 0.001 respectively). None of the analysed interaction terms
between gender and social capital is significantly related to psychological distress.
Conclusion: The analyses indicate that the association between individual social capital and psychological distress is
similar for men and women. The relatively low level of gender stratification in Belgium might have influenced this
finding. Furthermore, it is possible that social capital is not of greater importance for women in general, but mainly
for women who are in an especially vulnerable social situation that deprives their access to alternative resources
(e.g. unemployed women, single mothers). Future studies should seek to identify subgroups for whom social capital
might be particularly influential, by transcending ‘simple’ dyads such as ‘men versus women’.
Keywords: Social capital, Gender, Psychological distress, Health inequalities* Correspondence: veerle.vyncke@ugent.be
1Department of Family Medicine and Primary Health Care, Ghent University,
Ghent, Belgium
2Research Foundation Flanders, Egmontstraat 5, 1000 Brussels, Belgium
Full list of author information is available at the end of the article
© 2014 Vyncke et al.; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly credited.
Vyncke et al. BMC Public Health 2014, 14:960 Page 2 of 13
http://www.biomedcentral.com/1471-2458/14/960Background
Social capital refers to the idea that social networks are
potential resources for individuals, communities, and the
society as a whole, and is often used to refer to aspects
of social relationships characterized by trust and reci-
procity [1,2]. Social capital has been related to different
aspects of individual and population health, such as self-
rated health, mental health and health care access [3-6].
Although many authors have reported the beneficial in-
fluence of social capital, social capital might also nega-
tively impact health and well-being [7-9]. Strong social
bonds within a group might prevent others from joining
the network, leading to the exclusion of ‘outsiders’. Fur-
thermore, high levels of social capital can place large
claims on group members, due to restricting social con-
trol and pressure to conform to the prevailing social
norms in the group [7].
Social capital is introduced to the literature by scholars
from different scientific disciplines, who each approach
the concept from a different theoretical background
[10,11]. Therefore, competing views on the concept can
be distinguished in current literature. Most empirical
studies on social capital and health have heavily focused
on social norms within networks, such as trust and reci-
procity, as the core of social capital [12,13]. However,
this focus has been subject to critique since it easily ig-
nores the potential downside of social capital for health
and the influence of social stratification on the access to
and use of social capital [14,15]. Consequently, some re-
searchers have proposed a shift in social capital theory
from a ‘normative’ to a ‘resource-based’ perspective
[16-18]. The latter identifies the resources embedded in
social networks as the core of the concept [17] and has
some important benefits over the ‘normative’ approach.
Due to its strict focus on resources in social networks,
this vision enables a clear distinction of social capital
from its antecedents and consequences, and facilitates
the elaboration of testable hypotheses on social capital
and health [15,16]. The ‘resource-based’ approach to so-
cial capital is considered especially useful to study social
capital’s role for health inequity since it incorporates the
influence of social position on the access to and use of
social capital [14,17].Gender differences in social capital
Social capital and, on a related note, social networks are
not evenly distributed between both sexes; the social net-
works of men and women differ in terms of composition,
quantity and type. These differences in social capital are
believed to arise from gender-specific socialization pro-
cesses, differential societal expectations with regard to so-
cial networking [19] and men and women’s varying
opportunities to invest in social capital [20].Regarding the composition of networks, men generally
have less relatives in their networks than women [21,22].
Furthermore, men are more frequently involved in for-
mal networks [21], while women are traditionally less
likely to be involved in relationships that transcend
power or authority gradients in society (also referred to
as ‘linking social capital’ by Szreter and Woolcock [11]).
With regard to the quantity and quality of networks,
men generally have larger social networks than women
and are more trusting toward others [23]. With regard
to the type of networks, women have been found to
more frequently participate in community networks
[24,25]. Furthermore, women tend to participate in asso-
ciations with a caring or domestic focus, or groups asso-
ciated with education, arts and religion, whereas men
mostly participate in associations focused on economy,
business, politics or sports [23].
Gender differences in mental health
Men and women not only differ with regard to their so-
cial networks, but also with regard to their health status.
More specifically with respect to mental health, the
prevalence of most mood disorders and anxiety disor-
ders is higher in women, while most externalizing disor-
ders and substance use disorders are more often found
in men [26-28]. With regard to depression, social epide-
miologists have consistently reported gender differences,
with women reporting more severe and more frequent
depressive symptoms [27,29]. For example, the data from
the 2008 Belgian Health Interview Survey shows that
13% of the Belgian women older than 15 report depres-
sive complaints, whereas these complaints are reported
by only 6% of their male counterparts [30].
These differences can partially be artefactual, due to for
instance differences in reporting depressive symptoms and
seeking help. However, literature stresses that differences
in mental health between men and women persist after
taking these factors into account. The gender gap in men-
tal health can be attributed to different biological, psycho-
logical and social factors [26,27,31-33]. With regard to
biological explanations, it is hypothesized that women are
more prone to develop depression due to biochemical
mechanisms (e.g. hormonal and neurotransmitter sys-
tems) and specific factors related to the reproductive biol-
ogy of the female body (e.g. menstrual cycle, pregnancy,
childbirth and menopause.) [26,27,34]. Furthermore, dif-
ferent psycho-social pathways are thought to contribute to
gender differences in depression. For instance, personality
attributes that predispose to develop depression, such as
dependency and self-criticism, are often considered
aspects of a female gender identity. Also, the specific
social roles women are likely to take up during their lives
(e.g. caring and domestic roles, combining work and pri-
vate life) and the social position of women in society are
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rates between men and women [26,27].
Can social capital contribute to the explanation of gender
differences in mental health
The differential mobilisation of social capital might be
one of the psycho-social pathways that underlies the
gender gap in mental health problems. However, social
capital theory has generally been critiqued to be “gender
blind” [35] as the question whether social capital’s asso-
ciation with health differs between men and women has
received hardly any attention from the founding fathers
of social capital theory [21]. This question is also rarely
addressed in empirical research. Empirical articles that
address the question whether social capital differently
influences men and women’s health are limited and re-
search findings are mixed. Moreover, the few studies that
address this research question mostly focus on social
capital at the level of local neighbourhoods, to the detri-
ment of research on individual social capital. When gen-
der is found to moderate the association between
neighbourhood social capital and health, the positive as-
sociation of social capital with health is generally stron-
ger for women than for men [24,25,36] which could be
explained by women’s higher exposure to neighbour-
hood processes [24,25,37].
Rationale and research aim
The current study explores one of the possible psycho-
social pathways that might contribute to gender differ-
ences in mental health –social capital- and as such
builds upon the current knowledge that gender influ-
ences both social network characteristics and aspects of
mental health. Although the need for a gendered analysis
of social capital’s association with health was stressed in
previous research [38], literature has rarely explored
whether the association between social capital and
health is different for men and women.
Furthermore, current literature has mainly addressed
interactions between gender and social capital at the
neighbourhood level. As a response to this gap in
current knowledge, this study will assess whether the as-
sociation between individual social capital and psycho-
logical distress is similar for men and women.
Methods
The current study made use of data from the SWING
Survey 2011 (N = 1025). The SWING Survey 2011 fo-
cused on the role of social processes for disparities in
health and well-being at the individual and neighbour-
hood level. The study protocol was approved by the Eth-
ical Commission of Ghent University and described in
detail in the technical report of the SWING-study, which
is available at https://biblio.ugent.be/input/download?func=downloadFile&recordOId=4164887&
fileOId=4164888.
Sampling and data collection
The data was collected in Ghent, Belgium. The city covers
158 km2 and is divided into 201 ‘statistical sectors’. A stat-
istical sector is the smallest administrative level in which
objective administrative data (demographic, social, and
economic data) are available and can be compared with
the census tract level in the Anglo-Saxon system. In the
current study, statistical sectors were used to operationalize
neighbourhoods.
Fifty of the 201 neighbourhoods in Ghent were pur-
posely selected by the research team. To be selected, a
minimum population size of 200 inhabitants was required
to ensure the anonymity of the participants, leaving 142
statistical sectors eligible for selection. Afterwards, a pur-
posive selection of 50 neighbourhoods was made, taking
objective data on population density and socioeconomic
deprivation [39] into account to reach a representative
sample. The inclusion of adjacent neighbourhoods was
minimised in order to keep the influence of ‘spatial prox-
imity’ to a minimum. The average population size of the
selected neighbourhoods was 1681, while the average size
of the selected neighbourhoods was 0.64 km2.
In each neighbourhood, a stratified sample of adult in-
habitants was selected from the National Population
Register, representative of the composition of each
neighbourhood with regard to age (18-24, 25-34, 35-44,
45-54, 55-64, 64-74, 75+), sex (male versus female) and
nationality (Belgian nationality versus non-Belgian na-
tionality). Table A in the Additional file 1 compares the
sample and population characteristics. For each selected
inhabitant, three substitutes with similar sociodemo-
graphic characteristics were selected. Respondents who
could not be reached or refused to participate were re-
placed by a randomly selected respondent from the same
age, gender and ethnic stratum.
A strict data collection protocol, approved by the Ethical
Commission of Ghent University Hospital, was followed.
The data was collected in the Fall of 2011 by 164 students
(2nd bachelor criminological sciences) within the frame-
work of their methodology classes, after receiving an in-
tensive interview training. Data was collected during a
home visit using a structured questionnaire that is admin-
istered face-to-face. Additionally, respondents were pre-
sented some possibly sensitive questions (e.g. questions
about income and substance use) in a short self-
administered questionnaire. Before being eligible for fur-
ther analyses, the collected data was put through a strong
quality control (e.g. using control respondents, comparing
received data with external data with regard to age, na-
tionality and sex, etc.). The overall response rate was
57.13%, but important variations between the different
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sponse rates ranged from 36.6 to 76.9%). Table B in the
Additional file 1 provides a detailed overview of the re-
sponse rate per included neighbourhood.
Dependent variable
Using the 5-item index from the MOS 36-Item Short-
Form Health Survey (SF-36), respondents were asked to
what extent they had experienced symptoms of depres-
sion and nervousness during the past four weeks
(referred to as psychological distress throughout the rest
of the paper). An overall sum score ranging from 0 to
100 was calculated, with higher scores referring to less
psychological distress [40]. A detailed overview of the
items that make up this scale and its psychometric charac-
teristics can be found in Table C in the Additional file 1.
Independent variables
This study includes information on six different compo-
nents of individual social capital: a scale on generalized
trust on the one hand and five components which refer
to the social resources in respondents’ networks on the
other hand. Generalized trust is routinely used to meas-
ure social capital [41]. In accordance with international
research (e.g. European Social Survey), generalized trust
was measured using a 3 - item scale.
To measure the other components of social capital, we
made use of a ‘Resource Generator’ and a ‘Position
Generator’.
A ‘Resource Generator’ [42,43] lists a number of con-
crete network resources across different life domains
[15]. Respondents were asked to indicate whether some-
one in their network could provide access to these spe-
cific resources. The Resource Generator is considered to
be an easily interpretable and valid instrument to meas-
ure individual social capital [44] and is to some extent
applied in earlier health research [45,46]. The use of a
domain-specific resource generator has been recom-
mended [47], but a Resource Generator developed for
health research in the Belgian context was to our know-
ledge not available. Consequently, a new instrument was
developed, based on theory [44,48] and a Dutch version
of the Resource Generator [49].
In line with a theoretical framework on social net-
works and health [48], three subscales from the resource
generator were identified using principal axis factor ana-
lysis. As such, three different components of social cap-
ital could be distinguished. The subscale on social
support uses nine items to measure the respondents’
perception of available social support. The subscale on
social influence consists of three items that refer to the
prevailing social norms in one’s network, and asked
whether someone in the respondents’ network would
encourage them to (1) eat healthy, (2) be physicallyactive and (3) go to a physician if they experience health
problems. The subscale on social engagement and at-
tachment assessed the sense of fulfilment and closeness
respondents ascribe to ties in their social network using
4 items. A detailed overview of the items that were used
to measure generalized trust, social support, social influ-
ence and social engagement and attachment, and the
psychometric characteristics of these scales can be found
in Table C in the Additional file 1.
In contrast to the Resource Generator, which lists spe-
cific health resources in respondents’ networks, the ‘Pos-
ition Generator’ is a general, non-domain specific
instrument to measure individual social capital that fo-
cusses on the occupational prestige of alters in the respon-
dents’ network [44]. This instrument listed a number of
occupations and asked whether respondents know some-
one from these specific professions. The occupations were
purposely chosen to represent diverse economic disci-
plines and cover the whole socioeconomic spectrum [44].
The position generator in the current study is based on
the 20 item Position Generator used in the Social Cohe-
sion in Flanders (SCIF) study [50], with some minor ad-
justments based on 11 cognitive interviews used to pretest
the instrument. Earlier research has suggested that the
Position Generator is a valid and reliable instrument to
measure social capital [47] and describes the association
between components of individual social capital measured
by a Position Generator and different health outcomes
[51-54]. Two components of social capital based on the
position generator were included in the analyses: the vol-
ume of social capital on the one hand and the mean occu-
pational prestige in one’s network on the other hand. First,
the volume of social capital was measured by counting the
total number of accessed positions [42,44]. Second, the
International Socioeconomic Index of occupational status
(ISEI) [55] was used to determine the occupational pres-
tige linked to each of the twenty occupations of the Pos-
ition Generator. For the categories ‘someone who is on
welfare’ and ‘someone who is unemployed’ the occupa-
tional prestige scores determined by the researchers of the
SCIF-study were used (0 and 5 respectively) [50]. The Pos-
ition Generator also enabled to calculate the mean occu-
pational prestige in respondents’ network. Lin and Dumin
state that people’s position on the socioeconomic ladder
(as measured by their occupational position) is positively
connected with access to social capital [56]. Therefore,
having access to social ties with a higher occupational
prestige is associated with higher access to social capital
and believed to better help individuals to achieve their in-
dividual goals [17,56].
All analyses controlled for age, having a partner
(people who currently don’t have a partner were consid-
ered as the reference category), experiencing financial
difficulties, monthly income per capita and respondents’
Vyncke et al. BMC Public Health 2014, 14:960 Page 5 of 13
http://www.biomedcentral.com/1471-2458/14/960sex, by including these sociodemographic variables as
covariates in the analyses.
To measure perceived financial difficulties, people
were asked to report to what extent their household
could make ends meet with the available monthly in-
come, using a 5-point Likert scale ranging from ‘very dif-
ficult’ to ‘very easy’. Perceived financial difficulties was
included in the analysis by means of two dummy vari-
ables, which discerned between finding it (very) hard to
get by (reference category), finding it easy nor hard to
get by and finding it (very) easy to get by.
Thirteen answering categories were provided to respon-
dents to indicate the total household net income (includ-
ing wages, salaries, benefits, child support etc.). The
monthly income per capita (income weighted by house-
hold size) was calculated using the OECD modified
equivalent scale, based on the mathematical average of the
answering categories [57]. Furthermore, all analyses con-
trolled for psychological resilience in an attempt to control
for the expected relationship between psychological char-
acteristics and social capital [3]. Resilience can be defined
as the ability to ‘bounce back’ in times of stress [58,59].
Research has linked higher levels of resilience to better
mental and physical health [60-62]. Comparative researchTable 1 Distribution of demographic characteristics, mental h
Total
Gender, No. (%)
Women 530 (51.7)
Men 494 (48.2)
Age, M (sd) (N = 1021) 47 (18.3)
Having a partner, No. (%)
Yes 779 (76)
No 246 (24)
Having financial difficulties, No. (%)
Very hard to get by 18 (18)
Hard to get by 112 (11.1)
Hard nor easy to get by 289 (28.6)
Easy to get by 419 (41.4)
Very easy to get by 173 (17.1)
Monthly income per capita, M (sd) (N = 930) 1568.08 (74
Resilience, M (sd) (N = 1022) 7.85 (1.58)
Generalized trust, M (sd) (N = 1024) 9.86 (2.34)
Social support, M (sd) (N = 1025) 32.23 (13.2)
Social influence, M (sd) (N = 1025) 9.99 (5.56)
Social engagement, M (sd) (N = 1024) 20.07 (6.42)
Volume of social capital, M (sd) (N = 1017) 9.32 (4.63)
Mean occupational prestige in network, M (sd) (N = 1006) 47.74 (9.54)
Psychological distress, M (sd) (N = 1021) 74.16 (15.24
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.on different instruments to measure resilience has identi-
fied the Brief Resilience Scale by Smith and colleagues
[59] as a concise, reliable and valid scale to assess re-
silience. Two items from the Brief Resilience Scale were
included in the current study, yielding in a resilience scale
with a good internal consistency (see Table C in the
Additional file 1 fur further details).
Data analysis
Data preparation and descriptive statistics were com-
pleted using the Statistical Program for the Social Sci-
ences (SPSS) 21. The differences in psychological
distress, social capital and control variables between
men and women were explored using T-tests and chi
squared tests (see Table 1).
Next, multilevel linear regression models were fitted
using maximum likelihood estimation in MLwiN 2.26 to
account for the nested data structure of people within
neighbourhoods. First, an intercept-only model was fit-
ted to decompose the total variance in psychological dis-
tress into the variance of the lowest level errors
(individuals) and the highest level errors (neighbour-
hoods) (see model 0 in Table 2). After examining the
neighbourhood-level variance in psychological distress inealth and social capital
Men Women T/X2
46.14 (17.91) 47.99 (18.72) t = -1.62
X2 = 3.74
389 (78.7) 390 (72.4)
105 (21.3) 140 (26.4)
t = -33.80***
11 (2.2) 7 (1.3)
35 (7.2) 77 (14.8)
123 (25.2) 166 (31.9)
211 (43.1) 207 (39.7)
108 (22.3) 64 (12.3)
8,37) 1635.18 (760.65) 1506.24 (732.75) t = -2.63**
7.97 (1.55) 7.75 (1.61) t = 2.19**
9.90 (2.40) 9.82 (2.29) t = 0.50
33.94 (13.30) 30.64 (12.94) t = 4.03***
10.34 (5.61) 9.66 (5.51) t = 1.99**
20 (6.52) 20.11 (6.33) t = -0.236
10 (4.78) 8.69 (4.41) t = 4.50***
47.54 (9.67) 47.94 (9.44) t = -0.68
) 76.30 (14.47) 72.13 (15.67) t = 4.40***
Table 2 Random intercept model (model 0) and multilevel linear model regressing psychological distress on
generalized trust, gender and their interaction term
Model 0 Model 1a Model 1b
B 95% CI B 95% CI B 95% CI
Fixed effects
Constant 74.245 [73.169- 75.321] 68.631 [65.519- 71.743] 68.688 [65.576- 71.800]
Women -2.862** [-4.626- -1.098] -2.864** [-4.626- -1.102]
Having a partner 1.914 [-0.171- 3.999] 1.875 [-0.210- 3.960]
Easy nor hard to get by 4.092** [1.134- 7.050] 4.039** [1.083- 6.995]
(Very) easy to get by 7.349*** [4.389- 10.309] 7.339*** [4.381- 10.297]
Age 0.036 [-0.013- 0.085] 0.037 [-0.012- 0.086]
Income per capita -0.001 [-0.003- 0.001] -0.001 [-0.003- 0.001]
Resilience 3.395*** [2.832- 3.958] 3.410*** [2.847- 3.973]
Generalized trust 0.817*** [0.433- 1.201] 0.600*** [0.069- 1.131]
Generalized trust *women 0.441 [-0.304- 1.186]
σ2 SE σ2 SE σ2 SE
Random effects
Level 2 constant 3.645 2.98 0.000 0.000 0.000 0.000
Level 1 constant 228.440 10.36 181.072 8.429 180.808 8.417
Deviance 8456.780 7417.938 7416.595
Difference in deviance 1.343
p 0.247
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.
Table 3 Multilevel linear model regressing psychological distress on social support, gender and their interaction term
Model 2a Model 2b
B 95% CI B 95% CI
Fixed effects
Constant 68.589 [65.477-71.701] 68.708 [65.590- 71.826]
Women -2.564** [-4.330- -0.798] -2.574** [-4.340- -0.808]
Having a partner 1.674 [-0.419-3.767] 1.614 [-0.481- 3.709]
Easy nor hard to get by 4.010** [1.048-6.972] 3.975** [1.013- 6.937]
(Very) easy to get by 7.524*** [4.574-10,474] 7.507*** [4.559- 10.455]
Age 0.073 [0,02- 0,124] 0.074** [0.023- 0.125]
Income per capita -0.001 [-0,003-0,001] -0.001 [-0.003- 0.001]
Resilience 3.301*** [2,735-3,867] 3.311*** [2.745- 3.877]
Social support 0.160*** [0,084-0,236] 0.125*** [0.025- 0.225]
Social support *women 0.072 [-0.063- 0.207]
σ2 SE σ2 SE
Random effects
Level 2 constant 0.000 0.000 0.000 0.000
Level 1 constant 181.143 8.432 180.928 8.422
Deviance 7418.302 7417.205
Difference in deviance 1.097
p 0.295
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.
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vidual social capital and psychological distress was ana-
lysed, controlling for individual covariates (age, sex,
having a partner, financial difficulties and income per
capita). These models are fitted for each social capital
component separately (see model 1a to model 6a in
Tables 2, 3, 4, 5, 6, 7), due to the high correlation be-
tween the different components of individual social cap-
ital on the one hand (correlation coefficients range up to
0.72 for the association between social support and
social influence, see Table D in the Additional file 1 for
further details) and in order to maximize the statistical
power of the models on the other hand.
Next, an interaction term between the component of
individual social capital and gender was added to each of
the previous models (model 1b to model 6b in Tables 1,
2, 3, 4, 5, 6). The difference in deviance of the nested
models with and without the interaction term was ana-
lysed to evaluate the importance of the interaction term.
The continuous independent variables (age and resili-
ence) were grand mean centred to simplify the interpret-
ation of the intercept [63].
The item non-response in the current study was very
small, ranging from 0.1% to 1.4% for most sociodemo-
graphic variables, resilience and psychological distress.
Only income per capita showed a higher non-response
with 8.7% of the sample not providing data on income
level. EM-imputation techniques were used to minimizeTable 4 Multilevel linear model regressing psychological dist
Model 3a
B 95%
Fixed effects
Constant 67.982 [64.8
Women -2.755** [-4.53
Having a partner 1.863 [-0.24
Easy nor hard to get by 4.542** [1.57
(Very) easy to get by 8.238*** [5.29
Age 0.043 [-0.00
Income per capita -0.001 [-0.00
Resilience 3.417*** [2.84
Social influence 0.142 [-0.02
Social influence *women
σ2 SE
Random effects
Level 2 constant 0.000 0.000
Level 1 constant 183.937 8.562
Deviance 7432.432
Difference in deviance
p
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.loss of information in constructing the multiple-item
scales. Imputation was only applied when at least half of
the questions within a scale construct were answered.
The analyses are based on the imputed variables (results
using non-imputed scores are virtually identical).
Results
Description of the sample
The univariate sample statistics are presented in Table 1.
There were 48.2% men and 51.7% women in the sample.
Distribution of psychological distress and social capital
amongst men and women
The mean score for psychological distress was signifi-
cantly different for men and women (t = 4.40; p < 0.001);
women reported significantly more psychological dis-
tress than men (average psychological wellbeing score of
72.13 compared to 76.3 respectively). With regard to half
of the social capital components, men reported a signifi-
cantly higher level of social capital than women. Men re-
ported to have access to more resources via their social
network (mean volume of social capital = 10) compared
to women (mean volume of social capital = 8.69, t = 4.50,
p < 0.001). Furthermore, they reported a higher number
of social ties that might provide social support (mean
level =33. 94 for men and 30.64 for women, t = 4.03,
p < 0.001) and more people that encourage healthy be-
haviour (social influence) (mean level =10.34 for men andress on social influence, gender and their interaction term
Model 3b
CI B 95% CI
58- 71.106] 68.024 [64.900- 71.148]
3- -0.977] -2.756** [-4.532- -0.980]
8- 3.974] 1.838 [-0.275- 3.951]
1- 7.513] 4.512** [1.539- 7.485]
0- 11.186] 8.239*** [5.291- 11.187]
6- 0.092] 0.043 [-0.006- 0.092]
3- 0.001] -0.001 [-0.003- 0.001]
7- 3.987] 3.416*** [2.846- 3.986]
5- 0.309] 0.086 [-0.143- 0.315]
0.111 [-0.205- 0.427]
σ2 SE
0.000 0.000
183.842 8.558
7431.955
0.477
0.490
Table 5 Multilevel linear model regressing psychological distress on social engagement, gender and their interaction
term
Model 4a Model 4b
B 95% CI B 95% CI
Fixed effects
Constant 68.887 [65.796- 71.978] 68.895 [65.804- 71.986]
Women -3.083*** [-4.839- -1.327] -3.091*** [-4.847- -1.335]
Having a partner 1.569 [-0.509- 3.647] 1.539 [-0.539- 3.617]
Easy nor hard to get by 4.181** [1.253- 7.109] 4.203** [1.277- 7.129]
(Very) easy to get by 7.518*** [4.603- 10.433] 7.524*** [4.609- 10.439]
Age 0.050* [0.001- 0.099] 0.050 [0.001- 0.099]
Income per capita -0.001 [-0.003- 0.001] -0.001 [-0.003- 0.001]
Resilience 3.237*** [2.674- 3.800] 3.248*** [2.685- 3.811]
Social engagement 0.399*** [0.256- 0.542] 0.345*** [0.149- 0.541]
Social engagement *women 0.111 [-0.163- 0.385]
σ2 SE σ2 SE
Random effects
Level 2 constant 0.000 0.000 0.000 0.000
Level 1 constant 178.382 8.308 178.261 8.308
Deviance 7396.102 7395.480
Difference in deviance 0.622
p 0.430
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.
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cant differences between men and women with regard to
levels of generalized trust, the mean occupational prestige
in respondents’ network and levels of social engagement
ascribed to the network.
The association between social capital and psychological
distress
Tables 2, 3, 4, 5, 6, 7 present the results of the multilevel
models. The intercept-only model (model 0) showed that
the neighbourhood level accounts for only 1.6% of the
total variance in psychological distress. The average psy-
chological distress score of all respondents (N = 923)
within all neighbourhoods (N = 50) was 74.25.
Controlling for the effect of background variables (having
a partner, monthly income per capita, financial difficulties,
gender and age) nullified the variation in psychological dis-
tress between neighbourhoods (level 2 variance) (Results
not presented, but available upon request). Therefore, fur-
ther analyses didn’t take neighbourhood-level predictors
into account.
After controlling for the background variables and
the social capital components, the gender of respon-
dents significantly predicted psychological distress, with
men experiencing less psychological distress than
women (B = -3.091 to -2.564, p < 0.001) (model 1a to
model 6a, Tables 2, 3, 4, 5, 6, 7).Only half of the components of social capital were sig-
nificantly associated with psychological distress, after the
influence of sociodemographic variables and levels of re-
silience were taken into account (model 1a to model 6a,
Tables 2, 3, 4, 5, 6, 7). Being more trusting toward others
in general, having higher levels of available supporting ties
and feeling more engaged in one’s network were all nega-
tively associated with psychological distress. Having ties
that encourage healthy behaviour (social influence), the
volume of social capital, as measured by the total number
of accessed positions in the Position Generator, and the
mean occupational prestige in one’s network did not ap-
pear to have a significant influence on psychological
distress.
Gendered analysis of the association between social
capital and psychological distress
The interaction term between social capital and gender
was not significantly associated with psychological distress
in any of the models (B = -0.03 to 0.44, no significant
change in the deviance). This suggests that the association
between social capital and psychological distress does not
significantly differ between men and women.
Discussion
This study examines whether the association between
individual social capital and psychological distress differs
Table 6 Multilevel linear model regressing psychological distress on volume of social capital (number of accessed
positions), gender and their interaction term
Model 5a Model 5b
B 95% CI B 95% CI
Fixed effects
Constant 67.489 [64.388- 70.590] 67.601 [64.485- 70.717]
Women -2.600** [-4.388- -0.812] -2.622** [-4.410- -0.834]
Having a partner 2.176* [0.077- 4.275] 2.095 [-0.016- 4.206]
Easy nor hard to get by 4.778** [1.820- 7.736] 4.805** [1.847- 7.763]
(Very) easy to get by 8.472*** [5.540- 11.404] 8.469*** [5.537- 11.401]
Age 0.039 [-0.014- 0.092] 0.04 [-0.013- 0.093]
Income per capita -0.001 [-0.003- 0.001] -0.001 [-0.003- 0.001]
Resilience 3.465*** [2.899- 4.031] 3.462*** [2.896- 4.028]
Volume of social capital 0.030 [-0.182- 0.242] -0.037 [-0.315- 0.241]
Volume of social capital *women 0.141 [-0.245- 0.527]
σ2 SE σ2 SE
Random effects
Level 2 constant 0.000 0.000 0.000 0.000
Level 1 constant 182.236 8.506 182.135 8.501
Deviance 7383.640 7383.130
Difference in deviance 0.510
p 0.470
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.
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and Well-being In Neighbourhoods in Ghent (SWING)
Survey 2011.
First of all, the results show that men report signifi-
cantly less psychological distress, which is in line with
earlier national [30] and international research findings
on the gender gap in depression rates [26,28,29]. Besides,
half of the components of social capital are significantly
associated with less psychological distress, after control-
ling for the effect of sociodemographic variables and
levels of psychological resilience. Consequently, the re-
sults are only partially in line with international research
that identifies social capital as a protective determinant
of mental health [3,64]. Regarding the gender gap in social
capital, the findings are mixed. Men have higher scores on
half of the social capital variables. Men have access to a
higher volume of social capital (as measured by the Position
Generator) and report a higher number of ties that provide
social support and encourage healthy behaviour than
women. Research using the World Values Survey found
that men are involved in a higher variety of associations
[23], which might contribute to their access to a larger set
of network resources. Norris & Inglehart further suggest
that social and demographic characteristics are associated
with factors that enable engagement in social networks. For
instance, due to generally more flexible work schedules,
more financial possibilities and a less burdensome balancebetween professional and private life, men are likely in a
privileged position for social interaction compared to
women [23], which might lead to a different exposure to
social networks.
To evaluate whether the association between social
capital and psychological distress is different for men
and women, interaction terms between gender and so-
cial capital are introduced to the analyses. None of the
analysed interaction terms are significantly related to
psychological distress, which suggests that the associ-
ation between individual social capital and psychological
distress is similar for men and women. Although clear
hypotheses on gender differences in the relationship be-
tween social capital and health have not been put for-
ward in literature, this is in contrast to what might be
expected based on the theory of resource multiplication
and resource substitution [65]. These theoretical hypoth-
eses are contrasted by Ross & Mirowsky to explore the
interaction between gender and education in explaining
the gender gap in depression rates. According to the the-
ory of resource substitution, the absence of one resource
can be counterbalanced by the presence of alternative
resources. As a result, the effect of having a specific re-
source is hypothesized to be greater for those who lack
alternative resources. The theory of resource multiplica-
tion on the other hand states that resources reinforce
each other’s impact. Consequently, the presence of a
Table 7 Multilevel linear model regressing psychological distress on mean occupational prestige in the network,
gender and their interaction term
Model 6a Model 6b
B 95% CI B 95% CI
Fixed effects
Constant 67.708 [64.550- 70.866] 67.715 [64.557- 70.873]
Women -2.713** [-4.504- -0.922] -2.708** [-4.499- -0.917]
Having a partner 1.992 [-0.137- 4.121] 1.985 [-0.144- 4.114]
Easy nor hard to get by 4.843** [1.823- 7.863] 4.840** [1.820- 7.860]
(Very) easy to get by 8.318*** [5.327- 11.309] 8.319*** [5.328- 11.310]
Age 0.036 [-0.013- 0.085] 0.036 [-0.013- 0.085]
Income per capita -0.001 [-0.003- 0.001] -0.001 [-0.003- 0.001]
Resilience 3.440*** [2.868- 4.012] 3.441*** [2.869- 4.013]
Mean occupational prestige 0.065 [-0.035- 0.165] 0.084 [-0.057- 0.225]
Mean occupational prestige *women -0.035 [-0.225- 0.155]
σ2 SE σ2 SE
Random effects
Level 2 constant 0.000 0.000 0.000 0.000
Level 1 constant 182.697 8.593 182.672 8.429
Deviance 7273.320 7273.193
Difference in deviance 0.127
p 0.722
*p ≤ 0.05, **p ≤ 0.01, ***p ≤ 0.001.
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more alternative resources, and less impact in the ab-
sence of alternative resources [65]. Making the link to
different forms of capital, the resource multiplication
theory would claim that people in an advantaged pos-
ition on the level of one specific resource (e.g. education,
income, social position) will profit to a greater extent
from the presence of social capital. This would imply
that social capital reinforces existing inequalities in
health status and enlarges existing gaps between differ-
ent social groups. The resource substitution theory on
the other hand would suggest that social capital has a
higher impact on the life of people who are in a deprived
position with respect to other forms of capital, such as
people with a low income or a low educational level.
The interplay between social capital and other forms of
capital is also stressed within the theoretical framework
by Bourdieu [66], Lin [17] and other researchers that
follow the resource-based approach to social capital
[15], although our analyses do not confirm such a
dependency.
Different explanations can be sought to explain why
the studied interactions between social capital and gen-
der are not significant in the current study. First, it is
possible that individual social capital indeed does not
play an important role in the existence of gender in-
equalities in psychological distress in Belgium. Lin &Erickson [67] hypothesize that the differences in social
capital between men and women might be relatively
small in Western Europe, as these countries are gener-
ally less gender-stratified. This might also explain why
our findings are in contrast to those of Song [15], who
found a significant, yet weak, interaction between gender
and individual resources in social networks in relation to
depressive symptoms analysing data from the USA, and
the observation that our data did not fully support the
clear finding of a gender gap in social capital in inter-
national literature [15,68].
Strengths and weaknesses
A cautious interpretation of the results is recommended,
due to some important weaknesses in the study design.
The cross-sectional nature of the study makes it difficult
to rule out reverse causality, i.e. that people who experi-
ence high levels of psychological distress might be more
socially isolated and have lower levels of trust [69,70],
especially since social isolation is strongly associated
with depression [71]. We have tried to counterbalance
this by controlling all analyses for psychological resili-
ence. Furthermore, the response rate ranges within the
included neighbourhood ranges from 36.6% to 76.9%.
These large differences might partially be explained by
important characteristics of neighbourhood inhabitants.
For instance, most of the neighbourhoods with the
Vyncke et al. BMC Public Health 2014, 14:960 Page 11 of 13
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cioeconomically deprived. We know that migrant popu-
lations often cluster in these neighbourhoods: an
insufficient knowledge of the Dutch language might par-
tially explain the low response rate in these neighbour-
hoods. Furthermore, our sample might be biased
towards people with better than average health and
higher levels of social capital, since those people who are
the most distrusting and in the worst health status are
likely to have declined participation. Consequently, it is
possible that the results underestimate the association
between social capital and health. The used data also
have some important strengths. The data-collection pro-
cedure, which combines a face-to-face administration
with home visits to pick up the self-administered
questionnaires, and the sampling method maximize
the inclusion of hard to reach populations (e.g. by
providing assistance and clarifications etc.). The
extensive operationalization of social capital reflects
the multidimensional and complex nature of the
concept and is based on validated instruments to
measure individual social capital. Finally, it includes
components of social capital both following the ‘nor-
mative’ (i.e. generalized trust) and ‘resource based’
(based on the Position and Resource Generator) ap-
proach to the concept, which is an important contri-
bution to current literature.
Conclusion
This study indicates that the association between indi-
vidual social capital and psychological distress is similar
for men and women, which is in contrast to what might
be expected based on international literature.
Different explanations can be sought to explain why
the studied interaction between social capital and gender
is not significant.
For instance, it is possible that social capital is not of
greater importance for women in general, but that it is
more influential for women who are in an especially
vulnerable social situation that deprives their access to
alternative resources, such as unemployed women,
women with a lower educational background and/or
single mothers. Single motherhood for instance is asso-
ciated with a lack of access to individual social capital
[72,73] and hypothesized to contribute to health differ-
ences between single and non-single parents [72]. It is
as likely that the general distinction between men and
women is not able to distinguish those people who are
highly at risk of experiencing social exclusion and a
lack of resources. Future studies should attempt
to identify subgroups in society for whom social capital
might be particularly influential, by transcending
‘simple’ dyads such as ‘men versus women’ or ‘singles
versus non-singles’.Additional file
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sample (representativeness and response rate) and the analyses
(psychometric properties of independent variables and
multicollinearity).
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